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•UMMARY 



This bulletin repim% 4 study iiuUc to better under 
%t4nd the phy%ui;inH !>ker\ing rurul Wa»hingtun. Another 
goal Wii% to determine if phvsicianV »ervice» could be in- 
creiiJ^ed by taking phyHicianti out of their traditional mio 
practittuner rules and placing them in groupx of twti, 
three, or four diutorn. rhe impetus ftir thin Kitudy was 
from a general feeling expressed by Wa^ihington^ rural 
citizenry that rural areas are short of phy<iician<i and that 
health 44 rv in these areas is inferior to care available in 
iirhan ''cgionM. 

The study incUuled 41 general practitioners in 1 7 prac- 
iXiiis in 1^ cninmunities throughout Washtngttm. The 
communities h id lo.iHH) or fewer people. Practices ranged 
from single practitioners to 4-ph\sician groups and were 
within 1^ miles of a hospital. 

In general, the physicians interviewed had the follow- 
ing characteristics: 

1. Those in group practices were stmiewhat younger 
than their colleagues in solo practices. 

2. .Most respimdents had lived in small towns during 
their formative vears. 

\. Mtire diKtors h.id li\ed in VCashington before their 
eighteenth birthday .ind had served internships or 
residencies in VCashington than in any tither state. 

i. The doctiirs were relatively immobile, tending to 
remain *n the community in which they first es- 
tablished their practice. 

^. The physicians* decisions to practice in their present 
communities were largely based upcm personal and 



professional consideratitms, although economics had 
some influence. 

Most advantages of group practice were related to 
increasetl professionalism and improvements in the doctors* 
working conditions. Doctors believed these factors resulieil 
in superior care for the patient. The disadvantages were 
more subjective in nature and concerned r0lationshi|H 
between the doctor and patient and among di'Ctors. A4m* 
titmal inquiry is needed to clarify this issue and to aicer* 
tain patients* opinions on the advantages and dlsadi^afit* 
ages of grouping physicians. 

Such capital items as x-ray equipment an< labOMiarlH 
owned by the physician may or may not ncre«M ttif 
number of patients a physician can treat. 1 hi eoit nwt 
return striictures of the 17 sample practices show thit flit 
annual returns per physician do not autoitiatirally Incrtiit 
as doctors are added to the practice. Solo practltioiMfri 
in this study had higher net incomes than mctoei pew* 
ticing in the two- and three*man groups. Wbtii hm 
doi'tors practiced together, net returns incrtistd to stttl* 
stantially above the levels enjoyed in any other pmetici 
setting. 

Physicians practicing alone incurred subttMtblly imMt 
costs than those in two- and three«man gfoops But tin 
four-man groups had relatively high costs, tttasans fM 
these erratic results can be traced to the ptdbltms aim* 
ciated with the indivisible nature of some essential npiltiA 
and labor inputs and the sixe and array of f«dlitlts pto^ 
vided in the doctor's office. 



INTRODUCTION 



Manv resirlent*. of rural >Xashington have become 
concerned ahuit the availability of health care and the 
wav such care is distributed. Some of this concern is well- 
founded. In I >X'ashinitt(m*s most heavily pcipulated 
counties. King. Pierce. Spokane and Snohomish, had 144.8 
.ictive private physicians per l(X).00<) population. The 
state's H counties with populations below lO.OM) had only 
60. i .ictively pr.icticing private physicians per 1(M)«000 
population. The problem in these nonurban counties is 



compounded by long distances to a doctur^s uffke« In 
rural areas, especially in the sparsely populated agricultural 
and forested regions, a doctor can easily be hours away« 
Since farming, forestry, and mining are haeardous occu* 
pations, it is understandable why rural residents are con* 
cerned about the availability of physician services. 

This bulletin repoi s a study of physicians now prac* 
ticing in Washington's rural areas. 



CONDUCTING THI STUDY 



this stiulv is h.isvd on one fundamental hut normative 
prcsuftiptinn : thi* .i\ ail.ihilitv of physicians' services in 
rural \X'.ishini{ton should he increased. Apparently this 
Uoal can be reaihcd h\ at le.rt two ^a\s. One is to pro- 
vide more phssii i.ms. A sciond is to encourage physicians 
to group together so (hat economies of scale can he realimi 
in the proiliiction of some services. 

Attr ictin^ more dm tors to an are.i is .1 well understooil 
method hut before policies lan be made to .iciomplish this 
goal, much more nuisr be known about the ph\sician hiiti- 
self. The needetl knowledge includes the w..y he relates 
to rhc rural comimmitv. how he views hi> practice of 
meditme. and wh.it .ispir.itions he has. (his problem was 



approached by direct personal interview of 41 physicians, 
now practicing in rural portions of the state. 

lictmomies of scale is a well*established principle stating 
that as workers producing sindlar products are grouped 
together, they can increase their prtuluctivity by sharing 
specialized ecpiipment and by having different workers 
specialize in different tasks, htr example, physicians 
might reali/e such economies by grouping doctors into 
practices where two. three, or four physicians could hire 
.1 bookkeeper to relieve the physicl.ins of onerous record 
keeping. The phvsician would then he free to see more 
patients and could increase the "supply of physician 
ser% ii en. 



er|c 



Huii/ev^r, the appUcuhilicy of ?he ei'(inoiiu«» of scale 
concept CO phyMcuin ^ervice^ it iit)C always clear<cuc. For 
fxumple, the ll^^^^pi^K itigeiher of two or three diKUirs 
might 4II0W them to afford an K ta) machine, which a 
d(H:ior practicing altme (a solo practitioner) could ntit 
afford. It can be argued that the of the X ray equip- 
ment would provide faster diagnosis and would relieve 
the physician of h4\jng to wait for results of a diagnosis 
referred to an X ray specialist. But it might also require 
that the doctor himself spend \aluable time operating 
the machine and ci)nsec|uently leave less time for direct 
patient care. 

To learn more about econt)mies of scale and its appli^ 
cability to the deliver> of health care in rural areas, the 
41 physicians who provided (Personal data were also asked 
to provide data regarding hours worked, number of pa* 
tients seen, and the ectmomic structures of their practices. 
These practices ranged in sin from solo practices to 
four-man groups. 

idlMllM •! tht tamplt 

« 

Physicians are very busy people with full, erratic, and 
overwhelming schedules. Vet to meet the needs of this 
inquiry, the cooperation of praiticing physicians was re* 
quired. The support of the Washington \|fdical Education 
and Research Foundation and the President of the Whit- 
man County Medical Stniety was enlisted to insure this 
cooperation and to insure consistency in the desired infor- 
mation. The former office aided in screening all of 
Washington's rural physicians in order to isolate tliose 
meeting three criteria: 

!. The practice had to be in a rural community of no 
more than 10.000 poulation. 

2. The practice could not be more than H miles 
from a hospital. 

^. The practice had to be staffed only by general 
practitioners (GPs). 

The requiremen that all practices be near a hospital 
was established for two reasims. First, the proximity (}f 
a hospital may influence the effectiveness of a phy<ician 
as he engages in direct patient care. A doctor practicing 



far from a hospital may feel compelled to provide certain 
facilities and services that would titherwise be provided 
by the Itnal hospital. Sectmdly, it was reasoned that 
doctors far (torn a hospital s|^iid a disprupurtiomtte 
amount of time traveling to and from the nearest hoipital 
Such time in transit makes it harder to estimate the number 
of hours worked and to measure other variables affecting 
physician productivity. 

The third criterion, that all selected practices inchidt 
only CiPs, was introduced because GPs arc the main lource 
of physician services in rural areas. In addition^ it was 
assumed that this constraint would ensure a certain uiii* 
formity among doctors and practices in the sample. 

The screening process had one more function, tt bad 
to determine the siie of the group in which a physldan 
practiced. Solo practitioners and groups of. two, tHffe« 
and four physicians were wanted for the study. iWter 
close screenirtg to eliminate "unusuaP' practices, a list in- 
eluding one group of more than four doctors, seven four* 
man groups, nine three«man groups and seven two*man 
groups remained. 

l^nusual practices included those in which one or mare 
of the physicians was semiretired, those that had recently 
expanded by adding a new doctor, and those who had a 
Medex or other paramedical professional affiliated wlttt 
them. Any of these situations would alter tht cost aiid 
performance structure of the practice enough to damage 
comparability among practices, 

Solo practitioners satisfying the three selection criteria 
appeared to be relatively abundant. Five practices in each 
of the four organizational settings were selected: five 
solo practitioners, five two«man practices, five three^man 
practices and five four«man practices. 

Physicians in some of the practices selected for study 
were unable to participate in the inquiry. However, co- 
operation was eventually enlisted and the nMded data 
gathered from five solo practitioners and four practices 
in each of the three remaining size groups. This selKtlon 
yielded 17 practices and 41 individual physicians. Thev 
were interviewed between November, 1971 and April, 
1972. 



THI PHY8ICIAN8 



The ^1 physicians were in 17 practices in H communi* 
ties throughout Washington. Fleven practices were in 
towns e.ist of the Cascade Mountains: six were in towns 
west of the mount.iins. The physicians were in 12 counties 
that taken together h.id an average nf 72.2 medic.il doctors 
(MDh) per 100,000 pi»pulation. This is well below the 
national average of I2I.H .Mt)s per ICKI.OOO population 
ami only ilightiv above the 60. 1 physicians per ICHMHH) 
population found in >X'.ishington's eight least populous 
counties. 

Most Holo pr utitionern were in the more remote areas. 
The nearest any solo practitioner was to a Standard .Metro- 
fKilitan Htatistiial Area (SMSA) was 10 miles. On the 
other hand» four rhe group practices were lot atetl within 
20 miles nf an SMsA Washington h.is six SMSAs: Se.ittle. 
f'acoma. Spokme. heretf. VanMuiver. and V.ikiitM 



Five of the practices were in communities without hos« 
pitals. However, the longest distance between a sample 
practice and a hospital was 14 miles. 

^•rtenal and Profmienal Charaotaristiai 

The average age of the physicians was 51 years; those in 
group practices were slightly younger than the solo prac* 
tiMoners (table I). The age differential may be due to 
the arowth and acceptance of group practices among phy^ 
sicians during the last 20 years. The older solo practition* 
ers had likely started their careers as phssicims before 
grouping bec.ime a major trend in the medical profession. 

Data in chart I lend mild support tu the contention 
that those in medicine and health related industries pass 
occupations along from father to son. Seven of the 41 
ilnrtors (n^'r) were sons of phvsicians, dentists, or phar- 
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T4Dlo ). A«jtf in ytfdr$ of physuians in the sairple Table J. P'aceu ot reiUenct beforu phybkian's eighteenth 

birthuay 

Number of Range In aije Average Population and location of convnunity Number 

Si^e of practice physicians Low High age 



Solo practitioners 

2- man groups 

3- man groups 

4«man groups 
All physicians 



''Age reported as of enumeration date. 



s 


47 


- 68 


S6 






8 


37 


■ S8 


49 


Less than 2,500 


IS 


\i 


32 ■ 


■ 60 


48 


2,500 - 9,999 
10,000 - 24.999 


IS 










4 


16 


34 ' 


• 64 


S2 




41 


32 • 


■ 68 


SI 


25,000 • 49,999 


Z 




^-aAC-^MPN. J^-^RfMfNj FARM I ABORFRS AND 
HD'ti?, I F'^REMEN. FARMERS, 

^ I FARM MANAfiCRS 




1« OttoypMioM of tolti#f§ of pliyoloiofM lit lh# MNiipIo* 

macints. Nearly onc fdurrh of the physicians came from 
families supported by ncmmedtcal professional or technical 
Workers. Fathers of the lampic physicians tended lo have 
been'm occupations of generally high socio-economic status. 
Over CiH^f of the fathers were physiciUns, dentists, phar 
macists, technical or professional workers, managers^ offi* 
ciaK« or proprietors. (Ithers in the sample came from 
homes supported hy fathers in a wide variety of occu- 
pations. 

Nearly three fnurths of the doctors had lived in places 
of less than iOjHM) population before their eighteenth 
hirrhdavs (table 2). Many of the physicians had lived 
ui neseral locations during (Hildhood. Twenty had resided 
in VCashington St.ite for at least part of their childhfMid 
or .idolesceme. Twenty two had lived in other states and 
se\en had resided in foreign countries. 

Of fhc M phvHicians in the sample, i had received 
their M ll degrees from the I nivcrsity of >X'ashington, 
the ^tare's onis medical school (table A). This is a rather 
small proportion, considering the number of physicians 
whti had li\ed in W'.iHhingtt ti prior to their eighteenth 
biffhclu A parfial expl in.ifion is that \*) of the H doctors 



50,000 * 
100.000 



99,999 
' and over 



Unci 



asslfled responses ^ 



Total 



Washington 

States other than Washington 
Foreign countries 



Total 



2 
12 

10 



20 
22 
7 



49* 



^Based on official census figures for the decennial year 
closest to the physician's birth year plus 9 yetff. This 
provides a rough estimate for population of the torn of 
residence during the b1rth-18 year age. 

b 

Prlflarily foreign niaces of residence. 
^Some physicians had resided In more than one locale, 

had graduated from mtdical KhooU before 1990« the xeor 
the University of Washington graduated its flnt class of 
medical students. Although only 10% of the ddctofs 
were graduates of the University of Washington Motfcol 
School, 40% had served internships in Wa^ifigton. 

Internship is reautred of all MDs. Young mvsidiiis 
often undertake additional training in the form of a ftsi* 
dency. Sixteen of the doctors in the sample had residency 
training and more of the Residencies had Eieen served In 
Washington than in any other state (table ))« 

The most prevalent type of residency training was 
surgical; general practice ranked second. The physicians 

Table 3. Location of medical tralnlncj, Internship, and 
residency 



Wa'>h 1 n(\ tgn 
'Uhf»r -states 

'<0 ''o'lPon'-.p 



Medical 
'^chool 



Intern- 
ship 



Residency * 



4 

?? 
; 

0 



i; 

6 

10 



4 

2 
5 

5 

? 



;Mte»»r» of thr 41 ^[)% In thr itu«jy hd'J r*.»(.eivpd residency 
frjintfif). Two ^hlW" '^pryorj rp*, i(ji»nfj i^i in moro than one 
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who had underfiiken >p«cialia(rd i^urgical reftidencie^ did 
nut consider theimelvcH !4prciali!if!i. l*hey felt their prac 
tim and cusr nitxe% were generally comparable to the 
rvpkai general practitioners. 

TwentV'twti of the sampled phvMcians had nt>t prac* 
riced in any communicv other than their prenenc one. 
Nearly (fO^t <he phy<iician!» interviewed had been prac* 
ticing in their present Unation for more than 1^ year^ 
(table 4). 

^able 4. ^ej*", p'\Kt'^'nij m present coflr»unUy 



S year> of less 
6-10 /fdrs 

ovr'r* J 6 years 



No ot DhysicUns 



5 
6 
6 



18 
6 



Mo^t. SS of 41. planned to continue practicing in 
their present loiale<i. Iwu of the remaining %\% Akkkots 
were uncertain abtiut future plan%: and two did not expect 
to move but were planning to retire from active practice. 
Of the 19 doctors who had practiced in other communities, 
A had not practiced in Washington before: 8 had prac- 
ticed only in other communities in Washington: and 3 
had practiced in other states and in other Washington com- 
munities. There is no positive association between the 
number of communities in^.vh'^K*^^ phj^jic^an ^had prac- 
ticed ind his igp A greater percentage of those Vo years 
of age and under had practiced in 2 or more communities 
than had thtise o\er )0 years of age. 

Table 5 shows why physicians chose their present 
locales. Although nio>t of the reasons given were personal 
or professional economics did influence the decisions. 
The most frecfuent reason, personal preference for the 
general area, was mentioned by 7if^ of the physicians. 
Economic rrasons were given by 39^ of the respondents. 
"Preference for the general area * differed from "perscmal 
ties to the community" in that the latter category referred 
to family and childhood 4ittachments to the particular 
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community in which the physician was now practicing. 
Apparently* family ties were much less important than 
personal preferences in deciding where to practice. 

Opiniont Mtstrtflnt Prtttnt Fraetiot 

Tables 6« 7« and 8 summarise the physicians* opinlunt 
regarding their preKnt practices. General practltiofifn 
in rural areas are expected to deal with a variety of mtdbi) 
and nonmedical problems. The GPs in this sample faund 
this variety challenging and rewarding. Over 40% of the 
respondents mentioned this variety and challengt at bilii|| 
an enjoyable aspect of their work (table 6). 

Other frequently mentioned sources of fnjoymfm 
were the favorable working conditions and the type 
community in which the practice was located, t'inandal 
rewards were not often mentioned as an enjoyablf aspect 
of ti«e practice. Nor was low income often Ktttd ai a 
frustration stemming from the practice. It appears that 
the doctors were satisfied with their income and most of 
their job satisfactions were not derived from economic 
considerations. 

By far the most cited source of physician Intstration 
(table 6) was the excessive amount* of work Md eespcMi- 

Table 6. Opinions regarding present practice 

Questions or opinion Number 



Variety and challenge of medical oroblems confronted 18 

Favorable working conditions of practice* - 18 

Type of conmunlty In which practice Is located 15 

CofflpatlblHty and personal relationship with patients 11 
General satisfaction of medicine and relating to 

people 7 

Financial rewards 4 

No response l 



Total responses 7S 



Excess work, responslbl 1 tty , demands, and expectations 

by patients and community 21 

Too much paperwork, government regulations* and 

medfcal abuses g 

Medical Eolation and limitations of facilities 6 

Incompatibility with certain patients 6 

Personal disadvantages of small town living 3 

Other reasons ( 

No frustrations 1 



^otdl responses 



57" 



Cat^io**/ includes su^.h diverse responses 'iS "closeness 
of off*:** to honp; "cor^patlble partners,' ^nd "ftpportunlty 
to 'Jo surgery that ph/s<fJan would be expected to refer to 
sper.ldMsts \n lar'jer cit1*»s." 

^'j'l^^s to tifjr^ than mjn^ber of r#jspondef^t j sln^o %oint' phy, i« 
* ^'in*, jav? nt)rf than onr answo^. 
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Nihttiev ilem.imicil h\ his pativnh and by the conimunit). 
rhin prtiblein vkAs inrniumcil more than three limes as 
otieii .|H any other problem. The physicians' fru^icracions 
with the overall burden of their workloads .ire consistent 
with (heir responses abtmt the si/e tif their caibeloads. 
Specituallv* 6K; of the dinttirs felt their caseloads were 
ttMi large and felt they were the right siatc. One 
docti)r said his caseloati was tini small. 

Tables 7 and H present the professitmal view of the 
medical needs ot the communities. Abtiut one-fourth of 
the dtH'tors mentiimed that nuire physicians were needed 
in the local cimimunity (table One fifth mentioned 
the needjor improved hospitals and supptirting facilities. 
MtMt of the remaining needs the physicians mentioned 
concerned specific problems and specific grtiups of petiple. 

For example, the medical needs of the poor. inmmhile« 
and elderly were mentioned as pressing needs tif the com- 
munities. Similarly, the lack of programs, personnel, and 
treatment facilities for those with perstmal and mental 
problems appeared as a pressing need. Three physicians 
Naid the most pressing medical needs were better cinipera- 
tton and coordin.ition among existing local doctors and 
five ,dcK'tors felt the medical needs of their communities 
were being adequately met. 

Thirty four dtktors believed their communities could 
financially support an added physician. One of the ten 
physicians whti listed an additional doctor as a pressing 
community need did not feel his community could finan- 
cially supp«)rt the added physician. Needing but not being 
able to supp<irt anofher doctor illustrates the difference 
between "needs' .is clefinpil by hc:i!th profcsvionaN and 
the effective demand" generated by the community. 
Needs are being judged by using some health care stand- 
ards or some reference to the respimding physician's case^ 
load. Fffectise demand depends on the community's 
ability to pay for the services it needs. For example, 
in low income areas, medical care needs may be quite 
high but the l.ick of purch.ising p<iwer *in the area will 
liiTitt the ami Hint of medical care services that can be 
pmfitably Mipported bs patients. 

Of the VI doctors feeling their communities could 
support another linitor. most felt only one or two addi* 
tional phvNiiians could be added to the number already 
pnctiiing in the .irc.i. Most respi^ndents felt that added 
incilit il wtjrkers shoulil be CiPs (tables - .ind H). 1'he 
strung prefereme fur dPs was not surprising, considering 
the MiMllne>s of the communities m the study. 

PHysieiant* AtMttmantt of Mtdieal Car* in 

Aural Washington 

\unH*riijl inffirnMtii»ri is irucial in making judgments 
oil tin- .nle(|ii.i(\ of incdiijl i.irc services in rural areas. 
v» irc thi* \Kvvs of those deliseririg these services. There 
fnri'. tfu" viMiplf phvsiitiiis were asked to lonip.ire the 
lueilnal I ire ^leli^ere(l in cither their own comrminits or 
in run! \\ ishui^ttm. wiifi that delisered in the st.itcs 
urban •^euions Of fhe <lo<tors willing to make such 
I (omp.iriMm. H felt inedit.il care in urban areas was su 
perior 16 belie\ec| urKui care w.iv inferior, and 12 thought 
there w is no siitnifiianf differenie between urban and 
rural medic. il i.ire. 



I'he physicians who made compariftons on the bddft 
of rural Washington were« in general, much more liMy 
to state that urban medical care wan superior thiin those 
who based their compariMins on their own cominiinitiet. 
This suggests thai there may be a tendency to not fnult 
the care delivered in one's own conmiuniiy. 

The doctors who felt the care in urban Washington 
was either inferior or superior to the care provided to 
their own community or in rural Wushingtun warr«ska4 
whv they felt as they did. Their respimses are summariMd 
in table «). 



Table /. Opinions on medical needs of comnunlty . 



Selected questions 



Numlier 



More doctors 

More ddequdte hospltdl and ancHldry fdclHtles 
Proqrdms, personnel, and/or facilities to meet the 
needs of : 

The poor dnd Imiioblle 

The elderly 

Those Mith persondl dnd mentdl problans 

Better cooperdtinn dnd coordlndtlon dmong doctors 
Other needs 

Needs dre adequdtely met 



No response 



Totdl response 



10 
8 



7 
4 

5 

3 
4 

S 



47* 



res 
No 



None 

One 

Two 

rhr»- •? 

Foj» or more 
No ^^ponse 



34 

7 



7 

10 
18 

4 
1 
1 



• yrio to "lore than number of »*cspondents since some physicUns 
jjvL' *»«re thdn ono answer. 



Tohte rypf» of fJactur(s) community could 
f irjncUl ly support 



physlcidns 
feel U J their 
cof'r^'unlty could 
f inane idl ly Support 
jMotner doctor 
(Nt34) 

9 



jf ikj'tor'.; irnrit appro- 



er|c 



UOtJV 



BfST COW mmu 



fjiDle Rtfd'ions ^or »i*elin<j urban m^UttjI care is superior 
or tnfer'or 



Less persondi*;eU wj''e 

.doctors 400 ^acMititfS j'-e ]es^ •'espons^ve to 
pat'ents* needs 

.ynr»wn! ty 
No '-edson jjver 



More JO':to»'» 

More ,.ontir^,M!j r*o.4^ jt: ' jnd ^fo^^L's^'unj! 

Strnu'^S 'or ^rcd" X^tOr, 
Less •j'*or)lef"> o*" t*-e i^J itjn^e 



Numher* 

; 



6 
i 

9 



*S.jn^', to Tore tfidn '^-.r te'- ''e'^cordents sin^e ^one 
yny, '^ijni |jve "O^e tna'o jne jn^wer. 



Ndtjr«f •i^i'n*''.-iJ'^ 



Incred-;- the *upply JoctO'S i^^d 

3a'* jn^e i i . j I per', -jrr.e ' 
Mei'.'jro'i to liter tne jf*0')''iP' 

i •'it'' ! b'it'On g' JO-.tfJ'*^ 

^rOV*,ijn ,f -,Dec-jh%t'> on 3 

%rp ►le-ilt^ *»'J'i\,lt ' or v^r r.jril Mti^e^S 



:jr*tnu"^g ♦*au-.jf'C'- rurjl Jg(,tO'"i 

^►h<.r '•♦J.J ,Qn5 



Number 



12 



60" 



ar^4» CO reuih 4 cltK'Ctir\ tiffkr or hospicul favtcr than in 
rural ar^as. 

The phy%ki4n!^* sugge^iiom (or improving mtdical cart 
of W4!ihingcon\ rur4l diiitn% are in C4ble 10. The thfff 
II10M frei|uently mentioned ideas were: 

I Increase the supply of UtKtors and paraniedical 
personnel {Patumnlhal p^rsoptud reftff to the 
phy!iiiian\ medical support perninnel tind iiicludet 
nurses, medical secretaries, and laboratory aisiti* 
an IS.) 

2. Alter the geographic distribution of physicians. 

y Kxpand the MKDKX program. The sug^^ion 
relating to expansion of the MFDKX pmgrain is 
an honest extension the suggestion to increase 
the supply of doittirs and paramedical personnel. 
The MItDKX program is explained in mnrt detail 
in the appendix. 

Most tif the suggestions for improving medical care 
in rural Washington dealt mth increasing the number 
of medic;il care personnel rather than with reorgoniiing 
the present personnel into different types of practice ar- 
rangements such as group practice. 

Phytielant* OpInioM ani QroHp Praellot 

A major objective of this study was to inqyirt into 
the advisability of group practices and Into the posslblUty 
that grouping nhysiri:iii« together might iati^Ms^ the 
supply of physician services In rural areas. To learn more 
about the issues surrounding group practices, the physicians 
were asked several questions reg; rding the relativf merits * 
of s|»lo and group practice. Tables 11 through 16 sum* 
marine theit responses. Table 11 shows that the doctors 
were about evenly divided on whether more patients 
could be seen per hour in group practice or in solo prac- 
tice. Thirty two doctors (31 of whom were In groups) 
felt group practice enhanced the quality of medif:ai cart. 
Only three felt quality would decrease when |rfi>iiiclans 
were grouped together. ' 

Most of those doctors saying group practice tiiiabltd 
the physician to see more patients per hour believed that 
group practice: 

*dble 11. Doctors' opinions r^^fjardlmj efficiency and qualUy 
associated with gro^p practice 



Question jnd response 



Number 
responding 



j.|y0 '•»or'? tnar ♦jpm ir\-,^f>r 

In bnud terms, those whn f«le medical urc iu urban 
areas was infcri«>r thought that urban medical care is 
delivered using .in imcnMtive. impersc^nal. and awkward 
lystem (table 9), fhnse who felt urban tare to be su 
perifir believed there were (|iMntitati^e i>r teihniial ad 
vintj^rs iif urban liH.ition. hir example. the\ felt that 
rhe greater umtentratiMn of iloitors and the shorter time^ 
mtl (listames m urban ire. is pertnitred patients in these 



No 

No T'lpon^p 



fn-, 

N() 

N'^ rt \i,nr', 



15 
lb 
6 
H 



\ 
J 



ERIC 



OOUb 
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t Prtnided superior paramedical labor and more di 

viMon of labor. 
2, Pri>\idcd superior amillar) facililie^. 
4. Allowed more fle\ibilic> in physician workloudii 

and patient scheduling (cable 12). 

' !'^'rf -^ed^O'S ^or »xuev-t*n») efficiency g.ltns in .jroup 

Number 



•"otji responses 30* 



'v.jt^'s V; no<e *:nan '^ui'.^be'* jf respondents since tome physl- 
• iiv« x**"? tnd^ ^ne jnswer. N=21 because this 

i^as i.nei 3* jnly those physicims who t*iouqnt 
;^OiC'^'j v^O'iJJ t^r^n.] j'-ejte'" efficiency. 

( karlv. icem% I and 2 are cIihtIv rfhted and refer 
til the capacity uf the ^roup' practice to employ more 
labor and more sophisticated diagnostic t>r treatment fa- 
lilitiev The efficiencies in scheduling may be important, 
too« but their impact on the physician's ability to see 
more patients is less clear. The main qualitative advantages 
of group practice were the greater opportunity for speciali- 
/ation« consultatifin and the exchange of knowledge among 
physicians (table I.)). Twenty-five doctors gave this 
rfas«in. 

Table 14 reports resptmses to questions asked first of 
the Milu practiticmers. then of those practicing in groups. 

' iti> -K ^ed-,ors for expecting quality 
i'JV'irUge''i in '4 roup practices 

Niinbe''' 



• - / .f it **r r^/'ow Tjy Pd''t'^er'; 7 
»' . ►.•«»»» ► • "M ^. J ( ►» c^y'i'^— jn ^-jt^TJ^ 

*'* «. ; J . J00*y r* t /<» '^P 1 £) 4 
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Because only five solo practitioners were cuniultfdt th» 
responses may or may not represent what moft lolo prac- 
titioners think. 

The solo practitioners in the sample felt that moving 
intt) group practice would reduce the length of tht wofk 
week and the number of patienu seen (table 14)* Thfif 
responses were ctmiiitent with the opiniona of gfOUp 
practitioners who felt that moving into tolo {iractict* 
would increase both the hours worthed and the nimibtr 
of patients seen per week. 

Opinions on whether group or solo practkf woulfl 
increase income varied. Three of five phytklaro in ado 
practice thought group practice would incrwat ih/rit In- 
comes. A plurality of physicians in group prtctl^ in 
effect disagree; 14 of 36 thought they wouM malm IMM 
money in solo practice. Eight believed that solo Mactict 
is less profitable, but 14 thought ther^ was no ^ftrtnct, 
or did not answer the question. 

Table 14. Opinions on the Impact of group 
practice on selected variables 



Variable NiMber 

Hours worked per week: 

An Increase 2 

A decrease 3 

Patients seen per week: 

An Increase 1 

A decrease 3 

No change 1 

Annual Income: 

An increase 3 

A decrease 1 

No resDOn^p 1 

Hours worked per week: (N«36) 

An increase- 19 

A decrease 5 

No change 8 

No response 4 

Patients seen per week: 

An increase 14 

A decrease 8 

No chanqp 10 

No response 4 

Annual Income: 

An increase 14 

A dpcrease 8 

Nfj r,hanfjf» 9 

No ro'ipons^* 5 
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Solo pracciciunen to fetl that affilbcing with 
4 gcoup would limulcaneousty reduce work loads and 
iiKrea»e incomef. Group practicionen may be more real- 
istic. Over half expea they would work harder and 
39^ expect they would earn higher incomes if they trans* 
ferred to iolo practice. 

Physicians realize that grouping will affect both doctor 
and patient. Mtireover, these eff^:ts divide into advant* 
ages and disadvantages to the two groups (see tables 15 
and 16). Table 15 refern to the physicians' opinions about 
good and bad effects of grouping oh tbt doctor. 

In an era of growing emphasis on medical consumer* 
ism« it is important to keep in mind that this study deals 
only with the opinions of medical providers — namely 
physicians. There is no reason to expect that medical 
consumers (patients) and providers hold similar views 
on the issues considered in this study. 

All but one of the responding doctors mentioned 
more free time for ctmtinuing education and leisure as a 
distinct advantage i>f a group practice. Other frequently 
mentioned advantages to the doctor were greater oppor- 
tunities for special izatitm, consultation, exchange of knowl- 
edge and increased efficiency. Some physicians believed 
group practice created economic disadvantages iox the 

r^hU i«; ojl.'.l^.o ttfjafumg advantages and di$- 

advantJfjes jrouD Ofjctice to the physician 



Advantages or* disadvantages 



Nuaber 

(N.41) 



More free time for continuing educjtton and 
leisure 

Greater JoportunUies for specialisation, 
consultation, and e<change of knowledge 

Increased eff'^c^ency and other economic 
advantages 

Stimulation and peer review by partners 
Supe*''or facilities and supportive help 
Other advantages 



No response 



Total ro-joonse 



» n'. Of^p^l t ^ b ' ^ / anxi ncj Jo'. t J r 

Lo*'* 3^ profp-i-iiop-j* independence and 

i nd ' / 1 'lu ^ I ^ sm 
*»»S nt.oP'p jnd "Horo '"o ,£)0n , i t)^ 1 i ty 'or 

*tn^rr. ^nd *.aVjS •M^>^l't^f»S pirtnpr-^ 

j»hpr "la'Jv Jnt,^^jP^ 
So 1» %^d/l'^td'iP-. 



37 

23 

15 

6 
4 
2 



90" 
12 



doctor— lower income and greater financial responslMlity 
for the liabilities of partners. 

Increased liability refers to the possibility of all doctors 
in a group suffering financial difficulties as a rtsult of 
malpractice actions against only one in the gtoitp* This 
item was cited much less often than the poisiMHty of 
incompatibility among dcKtors or loss of profestlolial In* 
dependence and individualism. 

The docton believed the major advantages of fgnmp 
practice to the pathnt were easier accessibility to compliM 
and continual care and superior quality of caff* Tbr 
doctors said that disadvantages of group pficiki Idf #ti 
patient include restrictions on the choice of a AfikAim 
and disruption of the doctor/patient relatioosM|i (tiiliit 
16). 

This supposed disadvantage to the patient* fteiektloiis 
on free choice of doctor, conflicts with an oftm iniMliQiled 
advantage of group practice— easier accessiMky to com* 
plete and continual care. That is, according to ibi aeoiAlt 
docton, the patient who has his medical pf ob lemi aiHiliid 
CO by a group practice may find it easier to ne i docMT 
and the doctor he sees will have ready acctn to ibe fNh 
tient's medical records and medical history, Boc tfcl pn* 
tient may not always be able to see the doctor bt pi^Mi» 

The problems of choice in physicians an4 disfttptiofts 
in the doctor/patient relationship were not menttotiid as 
a disadvantage to the doctor. This is contnty to a fft* 
quent argument that a strong doctor/patient ftlittooihip 



Table 16. PhyslcUns' opinions regarding sdvsntages sfid 
disadvantages of group practice ta the aatlaat 



Advantages or disadvantages 



Easier access to complete and continual care 
Superior care due to: 

Consultation «nong doctors 

Availability of supporting help and equipment 

No specific reason 
Opportunity to choose among physicians 

Less expensive care 
Other advantages 
Ho response 



Total res».«^n>es 



Restriction on choice physician 
Disruption of patient/doctor relationship 
No disadvanta<)es exist 

Other disadvantages 
No response 



Number 

(HMD 



26 
18 

n 

3 
8 

4 

2 
6 



78* 



17 
12 
7 

5 
6 



Total responses 



47* 



1. 



,,ijfD% to morn than nur^ber respondents since ^ome 
Dhy'iirMjn'; 'jave morn than one answer. 
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is 4i 1^4^ 4s ini(i«ircuru Cii che diKCor .i> ic \s to chc p4CuiU. 
Mnreo\er. 4II oi iht umup pr.utitt? .uK.inf.i^vs .utruin>{ 
Co (he ph\%iii4n Herr .ilsii oinsiilmHl cii hi* .Kh4nC4>:ecnis 
Co chc p4ti<;nc. . 

App4r«nlly. doiiors bflic\e boch i(roiips sh4re ihv 
same 4il\4nC4|{es. Vhv r.uc t\\M bciietils fiir diKtor .md 
p.iciciu .irr the same doi*> noc nemviriU iiican ch4C chc 
C0C4I .id\4mai(^s of ^roiip pr.itcicv exieed iis Cuc.il disad- 
\4n(4ue%. T4hk 16 refvircs 4 di>4i^^twiiicnt related Co che 
choice of ph\Hii'i4nv Fiyhc respondenc> >.iid group pr4i' 



cite H4> *f€haNiafi€'o$i% co p<itienc% betuuNC ic guvt^ the 
paciencs 411 opporcunic> Co chooH* among Mfver4l phytiidam. 
Ho\\e\er P re>ptindenc» Miggei^ced chac chc group priic- 
cite Ha> ilisailmHli9i»^nH% cu che pacienc becauM? if mlriitfd 
h'ls choice of phy>u'iam. 

Anocher \l re>|Mindencsi nere toncerned chuc che group 
praicice mighc di^rupc cht relacitini^htp becwcen doctor 
and pacienc. All named disadvancage% Co che patienc ecu* 
cered on che perMinal affiliacion heci%een dcKCor and pa* 
dene. No cechnical rea%on;i were mencioned. 



BUSINESS ORGANIZATION AND ICONOMIC PRODUCTIVITY 
OF THE SAMPLED PRACTICES 



The pr^iitiit' is the business organi/aeion the dmcor 
u'^es in producing his services. Ic can be \ery simple - 
.in .«if fice with scarcelv more than an examining cable and 
a few instruments. Or it can be excrenicfv complex, in- 
cluilinu nurses, recefuionists. l.ihorjtor> facilities and com- 
plic.ited diagnostic ei|uipmenC. 

\ll but I of the IJ k«ri»up pr.utiits Here organized 
as formal partnerships. 1 he oric exiefxion h.is organized 
as .1 cor|>oration. fhc ' basic .iccnunciiig arrangement in 
the icnuip pr.ictices u.is fur all re\enucs and all exprns#»s 
iw Sie '^h.ired in an e\plicic f.ishion. In six groups, che 
ph\sicianmembers ^hured revenues and expenses equally. 
In the other six groups, the sharing arrangement was 
related to either seniority of the doctors or to che concri- 
buc.on eaih phvsici.in h.is making to the total revenue 
of the practice. Work load hjs app.irentl\ considered 
onlv ioMifar as it lontributed to Ciital revenue. 

Before conllu^lons can be dra^n reg.irtling the effeeCs 
iff practice size <m the suppl\ of ph\sician servites in rural 
>X .ishinuton. \ari<ius classes i»f resources used Co produce 
^er\iies iml \ari<ius kinds of scr\ices themsel\es must be 
defirteil uul iiaMsiired. Ihe focus of this stud\ was che 
pH\siti.m H'r\ires produced io the doctor's office. 

In nentril. resourus (inputs) used to produce chesc 
^er\ues inci i.fe c ipital. the phvsicians' labor. .ici]uired 
I ibor. ind fKirm i! operifin>{ needs suth as Celephtme. 
insnnme. irul tneilii.il iml nffite supplies. OutpuCs uf a 
ph\si4i.m s iiffiic ire estrenieU h.irtl to standardize and 
cpi.inf:t\. In tlii^ itiuK. output is defined as the number 
•»f pir.rfMs the doitnr triMt^ in his tiffiie (tiffice visits). 

(irfiml\ fhe t\pe n\ tre.itmcnt \arics amon^ office 
\isu. Miriur Miryer\ Minduned in the tiffiie is a different 
f\pe .»f iiMi«e frofi) Mi.ikint; 1 spr.iined finger or 

».oOMi;Mfi'^ ..f> I .|ivt.«r\ prohleni. fl'»»Kt'\*T. if if is .issumed 
that rhi; pr^,tn,rtt*n, . nf spctifii niedii i! needs tre.ited .ire 
roii^hK simi) ir uMnni^ <lM<tors. fhe use of the office \isi^ 
IS I Ht Mul irrli/ed ftie isnrt" of iiurpwt is \ ilid fur lonip.irmg 
prufni's sinh in issnmprjiifi hw been fnade .ind is 
defcM^thlf in fhc -^rMUfnU rh.if ill dtMt<trs in the stii(l\ 
uerv sofiMvOnf l>»Hiw.m'ni'Mus f.iH were (-Ps) .ind serwd 
sunil ir riir il |rt(•n^ 

^hytieal Measures of Inputs and Outputs 

hiffcrcru |ihv,nil nicisurfs uf fhe ph\^ill.lns input 
Old oufpiit Ic'.el. xn in f.ibli 1" Ihe dutfors input is 
tfiei^Mfd t\u Kill.,, 'If ,,f ftr?u> hi' spends iti routine 



professitinal accivicic^. Roucine ucci\icie» are pmfnibmal 
ta^ks directly aHicKiaced wich che praccice of mfdkine. 
I'hese ca!^k% iiulude physician cime %pcnc in direct patititt 
care, in X.r.iy and laboracory work, in administrative aitil 
clerical funecitin^. con^ulcing wich ucher dcKturt, and rou- 
tine prtife^^iimal reading and Mudy.' 

Hi^ uucpuc \s defined by che number of patients seen 
in hii^ office per unic of cime. All physicians caken to- 
gccher %penc an average of 46.7 weeks per year in routine 
inei a^^oiiaccd with thtii iiiedita! praccices. Oeviaticm 
.ibouc chi% average wa% very slighc. 

D4KCor% in 2 man groups had che shortest working 
\ear weeks). Solo praccicioners spenc the most time 
ac cheir jcibs (17.9 weeks per year). Solo practicionen 
also spenc more hours |ier week in roucine woric 
hours) Chan did physicians in che group practices (60.) 
hours (ler week). As in che case of weeks per year, the 
2*nian groups had che shorcesc work week (55.7 hour&) 
of any group scudied. The longer cime spenc in roucine 
professional accivicies by solo praccicioners is consistent 
Hich the earlier mencioned opinions chac time demands 
are genera IK greacer amtmg chose in solo practice. 

One mighc hypiichesize chac che longer cime per year 
spent in m.ijor professitmal meetings and conventions by 
gri>up priccicioners (cable 17) \s aki relaced to more 
emphasis on "professionalism** encouncered when practic- 
ing under che influence, scimulacitm. and ohservatkm of 
peers. This hypochesis is supporced by che fact that as 
the si/e of the grtiup increased* the percencage of doctors 
hidding memberships in che American Medical Associacion 
and in the American Academy of Family Physicians also 
increased. 

Ihe heav\ ^ork schedule for stdo |iraccicitincfs and che 
rclati\ely light work schedule for doccors in cwo^man 
pr.iiticcs is perhaps parcially explained by differences in 
(vipulation bases ser\ed b\ the sample settings. The solo 
prattititmers uere in towns and counties v ich 'he fewest 
doctors per HM).n()n popul.ition while the ftiur 2 man 
groups in the sample were in ttiwns and councies wich 
(he la rgest ph\siti.in to pnpulacion ratio in che study. 

The n ph\si(i.ins in the study conducted .m average 
of ri.*2H office \isits pe.ir \ear. Physic iaiu In '^i man 
ur<Mps .i(>peired to be most produitive; tlie\ averaged 
" ^HA uffiie \isits per \( ir .ind \M <iffiie \isits per work 
tuek (Cable P). Ihe two man groups, perhaps because 
'»f smaller p»»pul.itiiin bise serted. appeared to he 



ERLC 



OOIJ 



ma 



BEST COPY AVAILABLE 



PhysRun input .<iul Output, hy of praLtUe, l^j70 



Heasures of input inU Output 



All 

ph>siuiins ^ 



Solo 
priv^ti • 
t loners 



Physicians 
in .'-indn 
'iroups 



Physicians 
in )-nMn 
•J roups 



Physlcidns 
in 4Hndn 
groups 
(N*l&) 



Avenqe number jf mveks spt*nt; 

In routi'^e Jct^viUes 

In iMjo*' prgfess'o'ul Meeti*>gs. 

i.onventtons . et^. 
On vacation 

Averaje number nou^s of 
routine work wee» ^oe^t m 

?»iysuun s Jffue 
»i')SpUai ana nur^^ni^ rvw 

ttfxcluiltnq travel trne^ 
^^it cent's nonie ,»ni. IjJimj 

travel fme) 
^hy*;Kian i hone 

Total f\Our\ ♦n Korn «eek 

Avera^je number o'^ d^^ .f vts'ts 
per physuian 

?er year 



Per iieek 

Per physician nour ^n o^f'oe 
Per physician hour in direct 
patient care ir office 



46.; 

36.1 

1S.0 

1.1 
6.0 

tN'41) 
135 
3.87 

5.55 



47.9 

1.2 
J. 9 



37.5 
20.) 

67.3 

(N«5) 

6.464 

(N«5) 
136 
3.69 

4.96 



4b. S 
4.4 



(N=8) 

35.4 

14.0 

1.3 
5.0 
55.7 

5,023 

(N*8) 
IP 
3.18 

4.62 



46.1 

2.7 
3.2 



(N«I2) 

35.3 

16.4 

1.1 
7.2 
60.0 

(N«n) 

5J74 

(N«12} 
130 
4.02 

5.66 



47.4 

1.7 
2.9 



(N«16) 

36.5 

20.5 

1.1 
4.7 
62.8 

(N«15) 

7.1«1 

(N«16) 
152 
4.16 

6.11 



Five of the doctors in three-man groups were unable to estimate the amount of time spent In direct oatlent care. The 
percentage of total office hours spent by the remaining 36 doctors on direct patient care was used to estimate this 
variable for these five doctors. 

doctors were excluded frM this table btcauie thty Joined the practice during the study year. 



least productive. They saw an average of only 9«023 
patients per physician per year. 

The number of office visits per year is a measure of 
the total supply of physician services available to a com- 
munity but it does not consider the differing amounts of 
time physicians spend in their offices. When placed on a 
per time unit basis* a somewhat different picture emerged. 
When the number of annual office visits was divided hy 
hours the physician spent in the office, productivity per 
hour generally increased with si/e of practice. The two- 
man group was .m exception: it had the lowest produc* 
(ivity per hour of any organization. Doctors in four-man 
groups produced about I more office visits per hour 
th.m solo practitioners. 

A more pronounced trend emerged when productivits 
was measured by offitc hours spent in direct patient care 
(table 1*^). I sinK this measure* doctors in four man 
groups produced 2^^f more office \isits than solo prac* 
(irioners. As before, the two nun groups stood apart Ifrom 
the trend. Again, this perhaps is due to their location 
in rowns and counties with more doctors per HMMHKi 
population. Apparently, because of this Nmer physician 
to population ratio, physicians in the two nian groups were 
able ro perform their office \sork at a more leisurels 
pace. 

hocfofs tn four roan i^roups had (he most office visits 
per vear. per wvck. per phv^ic ian hour in offite. and per 



physician hour in direct patient care while in chtir officts 
(table 17). Doctors in three«man groups had a Mrfitr 
productivity per office hour and per office hour in dlffct 
patient care than did the solo practitioners but solo prac* 
titioners produced more office visits per Witk and per 
year than three«man groups. The reason for ehit it not 
hard to find. The average solo practitioner worked moft 
weeks per year, spent more hours per week in hit office, 
and spent more >ffice hours in direct patient care than 
physicians in three«man groups. 

The lack of consistency in productivity among practice 
sixes raises a fundamental issue. The physician*s incentive 
to enter group practice is often based on the f^rospect of 
increasing hourly productivity so more leisure and more 
time for continued education will be available Such a 
move may benefit the doctor but does society benefit if 
this results in less total output per year? 

If the strict criterion of maximum output per unit of 
physician time is chosen« the greater hourly productivity 
is to be preferred. If increased hourly productivity comes 
at the expense of lowered annual productivity* it can be 
argued that the fiotential of group practice for lessening 
the scarcity of physician services is not being realiifeH 
This need not he an either/or situation. The doctors in 
(he four man practices, for example, produced more office 
visits per year than the solo practitioners even though 
(hev worked fewer hours per year. The two- and thrc^- 
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man gruupji %ttt nui hi productive on 4n annual ba»U. 

In addition to total yearly output, the quality of care 
mu^t he coniidered. Phy^iciansi felt quality vvas enhanced 
hv grouping becauiie it allowed an increaike in leisure time, 
eauier consultation with other physiciann and it permitted 
more participation in continuing education. Unfortunately, 
the study did not provide substantive insights into the 
validicy of these assertions. 

N M0fit ftr tht Varying Output ft Unit of TImt 

Economic reasoning indicates that doctors practicing 
in groups will be mtire productive because they have more 
capital resources (e.g., equipment and facilities for diag- 
nosis and treatment) in their offices and they enjoy a 
greater division and specialization of labor (e.g., nurses 
to give int.. ulatiiins and bookkeepers to do the billing). 

Doctors in the four* man practices apparently do have 
more capital equipment (fixed office expense in table 18) 
and hired l.ibor per physician than physicians in other 
p;*actice sim. Doitf)rs in twiy-man practices had the least 
cipital and hired labor per physician. Solo practitioners 
had more capital facilities at their disposal than those in 
two or three-man groups but the solo practitioners were 
rel.itively le%> productive on an hourly basis than the 
doctors in three^man groups. 

Production of patient care in a general medical prac- 
tice appears to be very labor-intensive. For exi^mple, about 
of the average physician's total annual expenses of 
$29,595 were salaries and wages of office and paramedical 
personnel. The large proportion of labor expense suggests 
that there should be considerable potential for the division 
and specialization of labor as the size of practice increases. 



That is, considerable efficiency should be gained by group* 
ing physicians so that several can use the same office 
personnel and nursing staff. 

To gain insights into this possibility, physicians wtN 
asked to allocate weekly work schedules by the cypH of 
tasks they performed (table 19). Solo practitioners tptm 
7.4 office ht)urs per week in administrative ail4 cltrictl 
tiisks. This was more than doctors in any oihtf tiit 
practice. Moreover, if it is auumed that the admlnisttiHVf 
and clerical tasks done in the physician's home ire rflMMl 
to his office workload, the solo practitioner apptan M bt 
further burdened by these tasks. This evidencf nuyiiiM 
that the greater opportunity for division and ui^wMmm^ 
tion of labor in group practices relieves thi AMMir «f 
much administrative and clerical responiiMlityi The ft* 
leased time could be devoted to caring Un pitfamts« 

Related to this argument is the obsersjtion that tht 
three* and four*man groups were much niorr Uktly to 
have a full«time bu^ineu or office manager than tht 
smaller practices. It appears that in tht largtr practktii 
nonphysicians can do administrativt and cltfkal tai4lt 
in place of physicians. However, the labor suhstkiiliea 
does not appear to take place in tht cast of laboiatoffy 
and X-ray tasks. While the absolute number of hMfi 
spent performing these tasks is relatively simll« mIo 
praaitioners spent Itss than half as much timt hi kkan* 
tory and X-ray work as dkl doctors in tht nuiltl«docttif 
groups. 

This appartnt inconsisttncv can bt rationallatd« Tht 
rangt of ancillary strvicts ttnds to incrtase as tht nun^ 
of doctors practicing togtthtr incrtases« For ttamplt. • 
much largtr percentage of group practices than solo prac* 



Tible Id. Annual expenses by size of oractlce* 1970 





All 
nractlces 
(N-17) 


Sc'o 
practices 


2*man 
groups 
(N«4) 


3*man 
groups 
(N-4) 


4<m«n 
groups 
(N.4) 




$29,593 
13.942 
5,682 


$31 .169 
13.558 
6.B37 


$22,917 
10,098 
3,682 


$24,700 
12,286 
4,540 


$39,192 
19,920 
7,382 


'i iff, Jf'l ; • -.on-.P', ' 

"<» i rff J . t ' -.e •n'-.ijriiii .■ 


684 
1 .510 

801 


673 
1,499 
885 


S96 
1,340 
579 


609 
1,654 
785 


860 
1,548 
933 


.Vlr<"-i. |fif] jffi-_u axjor 


1 ,081 
3,617 
2.276 


1.503 
3,947 
2,267 


1 ,610 
2,708 
2,304 


183 
2,929 
1,714 


925 
4,802 
2,822 



^.^D»nses ba'i'^'i on jvpr^^As D*»r physi':ian in each of the 17 sample practices. Two of the 41 physicians studied Joined their 
^^.vtf^^ ^o jro'iD ori-^^^e•^ djr'nq !9;o. Consequently, expenses per physician in these two practices also reflect expenses 

i« imul it«»'i ')/ *4tt) Joc^or'i tr.fy replaced. 

'I'v : wtt-, :;.iyr')*' in(?it»olo/nipnt Insurance, ef^ployees retlrenent. and other employees benefits. 

:'■'.! jlp", \ ^f>rt. JeD'-^^ 'Jt^or. ^nterest. opport.jrUy '■.o'it on equity, insurance, repairs, taxes on land, buildings* and 
Mrj„;jrnen*, V- iV''*'*?';* jn'j ' 1) iijstod la I libor. 

'o*-' ti^*-! ; y 4r>(\ O''.i0a*ton t^ii 'aDDi*o>«<'»''Jtel / 1 percent of qross revenue). 

" ■,ry*r\f,\'fui ;f ifyjri*.ory ind /-»a/ "ler/i'.e'i and D'-o^es^ tonal fee''^ paid Other doctor*,. 

r 

'^r',i'\P\ t^^rp .,DD -inri on\\v\^ , 4nd j'^.oijnt < r-; 'ieryl promotion, laundry, mlncpl 1 aneous , and professional 
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Tdble 19. noun per Meek sp«nt In various tasks by place of MOrk and task, 1970 



Solo Physicians Physklans Phytlclint 

-^11 prjcti- In 2-man In 3-man in 4«iiiin 

physkiaos tioners group; groups grouDt 

PUce of MOrk by (N-36)* (N»5) (N«8) (N»7) (n»iI) 



Avera<)e number of tnun spent 
In office 

Direct patient edre 
Lab. and X^ray tasks 
A«]min. and clerical tasks 
Consult, with other physicun^ 
Routine reading and study 



Average numoer of hours spent in 
hospital and nursing home (e«< 
eluding travel time] 



Direct patient care 
Lab. and X<ray tasks 
Admin, anfl clencjl tasks 
Consult. Mith other physicians 
Routine reading and study . 

Average numoer of hours spent in 
physician's home in 

Direct patient care'' 
Admin, and clerical tasks 
Routine reading and study 



25.6 
1.6 
5.5 
I.I 
1.3 



13.1 
.6 
3.1 
1.2 
.4 



(N-39)' 



1.6 
.9 
3.5 



27.8 
.8 

7.4 
.1 

1.4 



16.7 
.2 
2.0 
1.2 
.0 



(N.5) 

1.1 
3.7 
4.1 



26.3 
2.0 
4.4 
.9 
1.8 



7.9 
.9 

3.5 
.8 
.9 



{N«8) 

1.6 
.9 
2.5 



*Fiye docto'-s were unable to allocate hours in office, hospital, and nursing homt among titks. 
"Tmo doctors were unable to allocate hours In their homes among tasks. 
''Primarily phone calls related to Patient care. 



22.3 
1.9 
4.3 
1.5 
.1 
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6 

.2 
3.2 
1.8 

.3 



(N«10) 

2.7 
.8 
4.1 



26.0 
1.7 
6.0 
1.3 
1.S 



16.2 

3.3 
1.0 
.3 



(N-U) 

1.1 
.t 
3.4 



Table 20. Pcrctnt of prictlctt offering ttltcttd itrvlcti by ilie of pract1ct« 1970* 



Service 

Performing minor surgery 
Setting fractures 
Physical therapy 

X-ray 

Electrocardiogram w 
.Selected laboratory services 



All 


Solo 


2HMn 


3«iMin 


4HNn 


practlctt 


prictlctt 


grouBi 


groups 


or«wi 


(N-17) 


(N-S) 


(M) 


IN.4) 


(N-4) 


100 


100 


100 


100 


100 


88 


60 


100 


100 


100 


70 


100 


SO 


2S 


100 


71 


40 


76 


;s 


100 


59 


20 


75 


SO 


100 


SI 


43 


58 


38 


67 



"^A Df dctice \Mi consfdertd capiblt of ptf forming i strvlce tvtn If tht itrvlct w«s offtrtd on i llmlttd bisls. 

^labofdtory services considered iitre urin«1yili. h«nato1ogyi c«rdlopu1moniry, putmoniry functlooi chi(n1stry« and microbiology. 

tht rdnge of fttrvkts 



tk9% could provide X-ruy jnd electriKardiogram ^rvicei 
(table 20). With the exception of three-man practice*, 
group practice* also appeared to have greater laboratory 
capabilities. The four*man practice«i clearly offered the 
widest range of .incilhtry services. 

It was hoped th.it the category of expenses contract* 
ing of services** would pro* ide insights into differences 
in the range of services offered. However, in some cases 
the central laboratory or hospital providing the service 
hilled the patient directly while in other cases the practice 
w.is billed. In the latter case, the practice subsequently 
hilled ehf patient. Hence, it was not possible to use this 
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expense category as a gauge for 
offered by a particular practice. 

Added capital equipment requirts labor to optratt it 
and some of the more sMcialiied laboratory tquiiHticm 
requires highly skilled laDor (e.g., laboratory atid X^ray 
technicians). Some practices, especially the four^man 
groups, appeared to be large enough to suphort the major 
capital fixtures but tiMi small to make effective use of 
specialised personnel to operate the capital. As a result, 
the doctors themselves ran the machines. Capital is labor 
saving for the physician only if it provides him with 
quicker diagnosis or if it lessens his own labor In sum. 
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(h« lapiul iccnu u<t«d in the Miphiiiiciiced practice u' 
nuulern mctlicine nuy or nuy nut imrcuHC the capacity of 
the phvMcian tu liee nmre patient^J 

\% would h9 expected. huIo practitioner;! Jipent virtually 
no time in consultation with other doctors Group prac* 
citioners. howe\er made considerable use of the consul* 
tative oppiirrunitie<i offered by their ctilleaguesi (table 10). 
The fact that dtictor% in group practice spent relatively 
more hours per week in consultation with each other 
decreased the lime they had a\ailable to see patients. 
As with the time spent in laboratory. X ray. and other 
ancillar) tasks, it can be hypothesised that the time spent 
in consultation m.iy increase productivity per hour if it 
permits faster diagnosis. 

It has been noted that the greater number of weeks 
worked per year by solo practitioners appeared to infringe 
on (heir ability to attend major professional meetings and 
conventions. Despite their longer time wtirked per week, 
s4)lo practitioners were able to spend a total of 9.5 hours 
per week in routine prtifessional reading and study (table 
V)).' This figure was comparable to the amount of time 
physicians in group practices spent in these activities. 
The extent to which routine reading and individual study 
can substitute for formal learning experiences is not 
known. 

leonemie Nalurtt of th« Praetlett 

^ Some cost and revenue data obtained from the 17 
sample practices are in table 21. Gross revenue per phy- 
sician ranged from slightly more than $)R,01M) per doctor 
in the two-man groups to over $89,000 in the four«man 
groups. The average gross revenue for all doctors re- 
porting was ^6H.2iO. After deducting annual expenses 

' The tremendmu im riMU-s in mulpruniie suits and malpravtiie 
tn^uMtue TAM \\i\v indiued phv^iii.in^ (n he muih more tautioui 
in diaufiii^iny (or not di.i>:n(i«irm) puriuuLir ills. Cure in dia^nos* 
tu% I. in (iimi* through the .iddiOim nf mure sophistiiutrd equip- 
nu'nf. f>en tt it tricm^ rh.it (hr diudir htmnelf mu^i ofierate the 
miihittcH The price of ijuOnn is. (hen. fe\i^er phv^iiiun hmiri 
.i\.iil.ihlv ftir wcin^ md rrr.itinK p.itii'n(4 



associated with the practices, average net revenue per 
physician was S3H,6I7. Doctors practicing in lhref«man 
groups had the lowest net incomes ($34,^41). Those in 
four-man groups earned net incomes above $46|000. 

Most people like to think that a physician's income 
is intimately bound up with the extent of activity in his 
office, lable 21 partially confirms this. Depending upon 
sixe of practice, revenue from office visits conirihuitil 
between 93^1 and if^t ^t) the practice*s total revtnut. 
The remainder came from surgery, laboratory ttsis« and 
other sources. The percentage of total revenue from 
office visits does not appear to be correlated with the 
number tif office visits per year, 

The dtictors in the two«man practices* seeing only an 
average of 9,02."^ patients per year« obtained 96,1% of 
their revenue from this source; more than the solo prac* 
titioners who, on the average, saw more patients. The 
physicians in three«man groups saw 9«774 patients per year 
and receh*ed 9g.ir> of their income from this soufce. 

The four«man groups saw the most patients but derived 
only 99.l^fof their revenues from office vislta— tMi In 
spite of the fact that their charge per visit was higher 
than those practicing either in solo practices or in three* 
man groups. 

Calculating the cost of producing an office vfadt 
extremely difficult. Many expenses associated wMi the 
practice are joint expenses and cannot be allocated ar* 
curately to the office visits or to any other single atpKt 
of the physician's activities. Total expenses shown In table 
21 do appear reasonable. The solo practitioner has high 
expenses b'*cause of indivisibilities. He must have helpers* 
and equipment may not be fully used. 

Total expenses per physician drop for the two« and 
three man groups — likely because of shared costs of spe* 
cialized equipment. On the basis of tables in and 20« 
it can be inferred that four«man groups offer more an« 
cilliary services than any other site of practice. These 
ancillary services apparently add significantly to the total 
expenses of this type of practice. 



ih!" i'\ , ^4^rd'\^ expenses 4no revenues o*?r physician by slie of practice, 1970^ 





,h.jr'j«wj 


')Vs 


from 

office 
vr.its 


from 
Other 

sources 


Total revenue 
from all 

sources 


Total 
expenses 


Annual 
net 
revenue 


Percent of 
to til 
revenue 
cowing from 
OVs 


A • • on-/'. ■ . ■ 1"'. 






3?, 650 


$:^,48i 


$68,210 
69,262 
58,151 


$29,593 
31,169 
22,917 


$38,617 
38,093 
25,234 


56. B 
53.4 
56.) 


C'i-tr •'r,}r\ \r'. t%\ 




/,3«i 


34,644 
47,110 


?4.997 
3«,41 ) 


59,641 
85 ♦S?) 


24,700 
39,192 


34,941 
46*331 


58,1 
55.1 



'v»!u' V"l '^'.inoi-! f\r*\}A0 jr -w^r^'ies P'.''* p^ysl'Jin in M-i-.h of the 1/ s^mplr pr.i/.Mc^Si Two of the 41 physiclflfis 

i'l'I'H 'i.-^g,*, f jr'jijp pr^(:^Jre- Ju^'^nrj |')70. Con',0r^uently, r^ronomlr. varUblps ptr physician In these 

O'"!'*.' "S j' rnf;»w« ♦ h«» af^t^,\\ t^P'in /^riihlri', ihf^ ►wo dO'^tors f.hpy r(Dplacf»d. All flrjijrp^i arf» prior to 



n. 



If'/ j'jr ♦»•, jf :r.. * ..\ \\ttt\ >ho 'i't-fj\ .^.\] pf j'.^'.p iro ' On', t 'J»?<*»'J . 
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The qii^Mion ui the cJicenc of j tlocior Hhorcugc is not 
411 ca«y one. (Ipiniotu rt^garUing 'Shortages/* "needs * anU 
'denundu** for physician seruce^ are easily found but are 
hard to authenticate or to understand. Some areas ha\e 
more physicians per capita than other areas and physicians 
have left some rural areas to practice in urban locales. 
Some physicians who have left rural areas have not been 
replaced. TheHe situations are not, however, proof of 
It is not possible to say exactly when a shortage 
exists and when a community futds more physicians, or 
esen when it needs a single physician. Beciuse of the 
difficulty of determing need, this report is limited to 
only the most primitive indicators of need. 

It has been noted that Washington's rural areas have 
fewer physicians per capita than the state's urban areas. 
It i% also kmmn that s«jme VCashington communities have 
had physicians but no longer do; there are hospitals with- 
out doctors: rural residents often reside many miles from 
the closest physician; physicians in many rural towns are 
reaching ages when retirement or semiretirrment is in- 
escapable. 

The^e items establish the need for inquiries regarding 
the production of physicians' services in rural Washington. 
If rural Washington is not to fall hopelessly behind in 
the production of physicians* services, some method must 
be found to increase the availability of such services in 
the next few vears. 

Two methods of increasing the supply of services 
have been discussed here. The first is simply to attract 
more doctors to an area. This problem is approached 
by determining pertinent characteristics of rurai physicians 
and by asking physici;ms what they like and dislike about 
their present practices. (Communities searching for new 
physicians could cupitali^ee on these results 

It seems clear that many of the physicians in the 
study had come from towns of less than 50,000 persons. 
Most had lived in the Pacific Northwest and attended 
medical uh(M>l or interned in the Pacific Northwest. 
Medical schools in Washingtcm and Oregon seem reason* 
able places for recruitment; students from rural Washing- 
ton, Oregon, and Idaho, wherever they attend medical 
school, may also be fruitful objects for a community in 
search of a doctor. 

Communities trying to attract doct(»rs can promise the 
new dmtor a "general practice** in which the doctor can 
apply his skills to a wide range of medical problems. 
The work load of a doctor in a rural area is likely to 
be extremely taxing. The solo practitioners in the study 
worked an average of fi^.V hours per week. 1^.0 weeks 
\Mtt year. 

The secfind tnerhod of increasing the <iurput of phvsi- 
lian's services in rural Washington is to group doctors. 
Small \tTnup practices with two. three or four physicians 
working together can sh.ire sophisticated cijuipmcitt and 
specialized personnel, this arrangement would retluce 
K»th the hours worked per week .<nd the sleeks worked 
per voar. 



While the study did not show that two- and three-man 
groups wciuld increase the number of office visiti per 
year (that is, the number of patients the doctor is able to 
see each year), the fourman groups were alile to boost 
oftice visits rather substantially. Four doctors conducting 
independent practices would be able to handle 2^,1196 
otfice visits per year. The same four doctors operating 
in single group practices would be able to handle 29,952, 
a I4.3^f incre;ise. 

VChile grouping drntors can increase output and rt* 
lieve some of the burden often placed on solo practi* 
tiuners, it does raise a majiir problem of proximity. Rural 
Washington has low population densities and etctrtmt 
remoteness— especially in the forest and ranch areas. 

If physicians group together, output may incrcaic but 
patients may have to ttiivel farther for medical attention. 
This problem becomes more serious when it is etaliotcl 
that ;igriculture, foresrry, and mining i.re among the high 
risk and high accide it industries in the nation. 

This question is one of equity: Whose wclfart could 
receive pri<irity: the patients' or the doctors*? This it 
not an easy question and it is one that will rtquirt mudi 
more study and innovation before it can bt adequaitly 
resolved. 

This report has a major limitation. Tht report dealt 
with physichm, not with htallh CiiT€* Tht two muit bt 
separated because they relate to two difftrtnt things and 
they offer two sets of opportunities for meeting tht nttds 
of rural residents. Physicians are assuredly tht moM 
important part of tht health care system., Htiwtvtn that 
system also includes dentists, nursts, techtiicians, hospitali« 
rest homes, physical therapy units* school nursts, ditticians« 
and perhaps doiens of others* In many casts, a physician 
is needed, for only he can, do surgery and only ht can 
prescribe cert.dn medicines. Because of this, rural artas 
need physicians. 

However, many health problems are rtlattd to tht 
environment of the patient or to his diet. Thtst kimls 
of probltms can be treated by health ptrsonnti othtr 
than physicians. Mortovtr, treatment of many health 
problems can be delayed. Physical examinations can bt 
conducted next week or the week after. Routine Innocu* 
lations for children can be performed on a "when it*ft 
convenient** basis. In these cases, a physician may bt 
needed but his office need not bt near the place whtre 
such services are rendered. The patient can easily get 
to the doctor at a time that is convenient for both. 

Finally, the broad health care system In the United 
States functions within a terribly inflexible set of Institu- 
tions. The doctor and his nurse loosely affiliated with 
a hospital is a behavioral mode that has persisted without 
major modification for decades. If health care In its 
broadest sense or e\en physician services in their narrowest 
ccmceptuali/alion are to be mad? more available and more 
.iccessible in rural areas, much inno\ation is needed. *rbis 
innov.iticm will take rcmtinuetl research, much frustration, 
anil perhaps sfime failures before a truly satisfactory 
.irrangement ran emerge. 
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APPINOIX 
Tht MIDEX Program in Washington 



rhc MEDF.X pruKram i> ilettigncd to help develop 
ne%v lypts of puMmedical per^mnel craintd lo assume a 
more active role in delivering medical i.ire services. 
MnPF.X come from the French phrase, medkiu recension, 
meaning physician extension/* In most current writing, 
the program it referred to as the MBDEX program while 
an individual participating in the program is a Medex, 
The program is jointly sponsored by the I'niversity of 
Washington SchtH)l of Ntedicine and the Washington 
State Medical Fducation and Research Foundation. The 
purpose of the program is to relieve overburdened physi- 
cians of certain routine medical tasks and procedures that 
can be effectively undertaken by personnel not having 
(he sophisticated training of a physician. 

Participants in the MFDEX program are selected 
from the ranks of corpsmen who have been discharged 
from the Armed Forces Medical Corps. The program 
capitalizes on the fact that these individuals have up to 
2,000 hours of formal instruction in medical care and up 
t«i 20 years experience in prtividing medical care to mili* 
tary personnel. The civilian training for the MEOEX 
trainees comes in two phases. The first phase consists of 
an intensive Vmonth classroom session at the University 
of Washington School of Medicine. Pediatrics and geri* 
atrics — two areas of medicine with which military corps- 
men are likely to h.ive had little contact — as well as psy- 
chiatry, chronic diseases, physical examinations, and patient 
history taking are emphasized during this phase. 

After completion of the Vmonth curriculum* trainees 
are placed with actively practicing physicians for a 9*month 
preceptorship. This is roughly comparable to a physician*s 
training a% an intern. This placement is not done ran- 



domly, but is made after careful coniideratiun of tht 
personnel and professional aipirationi and prtftrencfi of 
the physician, the trainee, and the trainee's ifioust. One 
reason for this careful placement ii to maximise tht pOi« 
sibility of the trainee's remaining permanently with tht 
doctor who supervises the preceptorship. Dyricig iht 
preceptorship the trainee becomes activtly involvtd In 
patitnt cart but works under ckMt supervision and gttid* 



ance. 



Upon completing the 12«month program* trtintts Off 
awardtd tht titit of Medex. Program graduatti muM» 
command a starting salary of from $8|000 lo IU«000« Thfa 
salary is paid by the enyloying doaor. Among iht tiiks 
a Mtdtx ofttn performs are scrttning patitntf« taklli| 
patient Mttories, conducting simple physical txatiiliiaikNii« 
treating minor injuries, assisting with surgery^ mA hmd* 
ling certain administrative rtsponiibilititt. 

Tht altimatt goal of tht program is to iacfftiii iht 
quantity of mtdical cart availablt in nttdy aftii. Tht 
pottntial of tht program mttt this goal rtm oa 
inttrrtlattd considtrations. First, it U hoptd diat ikm 
tfftctivt ust of Mtdtx will incrtoM tht supply of iMMHtal 
cart servicts. Stcondly, tht strtngthtning of tht phyit* 
clan s supportivt staff will hotitfully pfovidt ftUtf ttom 
tht constant and txctiiivt patitnt dtmandi modt «l d9C« 
tors in mtdically nttdy artu. If this pouibUiiy Is rtolistd, 
thtse artas will prtsumably find it tasitr to attract doctors 
into their communities or bt Itss conctrntd about losing 
thtir prtstnt doctors. 

The first class of trainns began tht program on July 
1, 1969. Sinct that timt, about 69 Mtdtx hivt bttfl 
graduated and placed throughout Wuhington. 
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